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infection prevention-and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP} that must include, at
a minimum, the foliowing elements:

Infection Control policy. Audits will then be weekly
for the nexi 3'weeks and then one time per month
for 2 more months.

This will include proper use of hand sanitizers,
handwashing and proper application and changing
of gloves when providing resident cares.

In addition to this audit, the ICP and the DON wilf
monitor dressing changes 3x per week for the next
4 weeks to ensure tha! all policies and procedures
are baing followed fo prevent cross contamination
and proper handling of all supplies.
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'| ‘Il:'hnds Pi?n o(; gorrecﬂon’lstsubmmed as reqmr?d xér‘xder
| | ; ederal and State regulation and statues applicable
F 000 | INITIAL COMMENTS [ F00C| 15 long term care providers. This Plan of Correction
| does not constitute an admission of fiability on the
| part of the facility, and such liability is hereb!
Surveyor: 40788 i sp?cmcatilty denied. The sub‘rglss‘;\onfof llne & a?‘goes
N " ! not constitute an agreement by the facility that the
A COVID-19 Focused Infection Control Survey i surveyors' findings or conclusions are accurate, that
was conducted by the South Dakota Department the findings constitute a deficiency, or that the scope
of Health Licensure and Certification Office on | or saverity regarding any of the deficiencies cited ara
- N A correctly applied.
1/12/21. Five Counties Nursing Home was found Feb 3rd,
not in compliance with 42 CFR Part 483.10- Feso: ==
resident nghts and 42 CFR Part 483.80 infection “i ; The Administrator. Director of Nursing (DON) and
control regulations: F88Q. + V*’W‘u infection Contral Preventionist {ICP}, will review and.
LW - revise'policies and procedures fo ensure that the
. i . ) N’“"} w4 Infeclion Control policies are updated to reflect the
Five Coutnies Nursing Home was found in W | current needs and safety of each individuai resident
compliance with 42 CFR Part 483.10 resident oA All residents are potentially affected by this deficiency.
rights and 42 CFR Part 483.80 infection control The Administrator, DON and ICP will update Infectior
regulations: F550, F562, F583, F882, F885, and Control policies exclusive to **1/29/2021 sd ** hand
F886 | hygiene, cleaning of wound care supplies before,
i | during and after use. environmental cleaning following
gound care, tsmledd barrier replageme%t with t;lear‘\:l
: ; . : | barrier prior to redressing wounds, and ensuring clean
Five C.ounhes' NursingFlome wak Yourd if wound care supplies are kept on ctean barriers
compliance with 42 CFR Part 483.73 related to during wound care. These policies will be updated arld
E-0024(5)(6) reviewed by February 3rd, 2021, The IDT team will
i be educated on the updated policies and procedures
] by February 3rd, 2021.
Total residents: 37 |
. i Al staff will be educated on the updated policies and
F 880 | Infection Prevention & Control F 880 proceduke;s- by February 3rd, 202'1). S
§8=D | CFR(s): 483.80(a)(1)(2)(4){e)(!} - . o
In addition to staff educalion, audits will also be done
to ensure compliance. The ICP, DON and Charge
§483.80 Infection Control | Nucr:e mg ?udg ata ;tninim;.(lm of3 staﬂhmen;bers
m ; [ eachs or the next week to ensure that all are
The facility must establish and maintain an ! property following the procedures outlined in the
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FIVE COUNTIES NURSING HOME

F 880 | Continued From page 1 F880i The trc]‘inand D;ON wil&repc,rt to QQP: -
. . s e monthly for review and recommendations until the
§483.80(a)(1) A system for preventing, identifying, ‘ SOMmMItiES JOIES 1o ooa) Pas o Mot

reporting, investigating, and controlling infections
and communicable diseases for ali residents, i
staff, volunteers, visitors, and other individuals | 4
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, poiicies, and
proceduras for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of [ |
communicable disease or infections should be f
reported;

(i) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isclation shouid be used for a
resident; including but not limited to:

{A} The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
| circumstances.

(v} The circumstances under which the facility !
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct 1
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents [
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identified under the facility's IPCP and the
| corrective actions taken by the facility.

§483.80(e) Linens, |
Personnel must handle, store, process, and :
{ransport finens so as to prevent the spread of
infection. |

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

| Surveyor: 40788

Based on observation, interview, and policy
review, during a pandemic (coronavirus disease
2019) the facility failed to:

*Demonstrate proper hand hygiene and glove use
by two of two certified nurse aides {CNA) {B and
C) who had assisted one of one sampled resident |
(1) with toileting.

“*Establish a clean field on which to keep clean

wound care supplies, replace a soiled disposable
barrier with a clean barrier prior to redressing a

wound, and clean an overbed {able following

wound care by one of one licensed practical

nurse (LPN) (D) for one of cne sampled resident

(2)

Findings include: . |

12:45 p.m. and 12:55 p.m. of CNAs B and C
assisting resident 1 with toileting revealed:
*CNA B entered the resident’s room and without
performing hand hygiene put on a pair of gloves.
"CNA C entered the resident's room without
performing hand hygiene and had not worn

1. Observation and interview on 1/12/21 between ‘ | |
|
i

gloves.
*In the bathroom, CNAs B and C assisted the i
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resident to stand from her wheelchair, pull her
pants down, and fransfer to the toilet.

-CNA B removed the resident's undergarment.
*The resident was left in the bathroom to use the
toilet.

*CNA. B discarded his gloves after he left the
bathroom.

*Without performing hand hygiene CNA B put on
a clean pair of gloves and returned {o the
bathroom.

*Without performing hand hygiene and without
gloves CNA C returned to the bathroom.

*CNA C guided the resident's legs into the
openings of a clean undergarment and both

wiped the resident's perineumn.

*After the resident was transferred back to her
wheelchair, CNAs B and C washed their hands.
*Resident 1 was not reminded or assisted to
wash her hands at that time.

*CNA B confirmed he should have prior t6
entering the resident's roorn and between glove
changes.

*CNA B agreed he should have assisted the
resident with hand hygiene prior te leaving the
bathroom,

Interview on 1/12/21 at 3:00 p.m. with

administrator A regarding hand hygiene when a

| resident was toileted revealed she:

| *Would have expected hand hygiene had
occurred priorto entering resident 1's room and

| between glove changes.

| “Would have expected CNA C had worn gloves

: when she assisted the resident with toileting.

Review of the providers revised 2/2020 Hand
Washing/Hand Hygiene policy revealed:

CNAs assisted the resident to stand while CNAB.

*CNA C assisted the resident fo pull up her pants.

F 880
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*it was expected that alcohol based hand
sanitizer or handwashing with soap and water
was used in the following situations:

"Before and afier direct contact with residents.”
“After removing gloves.”

*Single use gloves should be used:

-"When anticipating contact with blood or body .
fluids."

2. Ohservation and interview on 1/12/21 between
1:60 p.m. and 2:30 p.m. of LPN D providing
wound care for resident 2 revealed:

*She had performed hand hygiene, laid a clean
barrier under the resident's lower extremities and
removed the resident's shoes.

*She put on a clean pair of gloves, removed the
resident's socks and unwrapped the gauze on the
resident's lower extremities.

“She removed a pair of scissors from her smock
and used them to Ioosen and remove bandages
under that gauze on the resident's right lower
extremity.

*With her gloved hands, she removed an alcohol
pad from her smock, cleaned the scissors with
that pad, loosened and removed bandages under
the gauze on the resident's left lower extremity.
*She placed those used scissors on the seat of
the resident's wheelchair, removed her gloves,
and performed hand hygiene.

*With her ungloved hands she reached into her
smock for another pair of gloves and several
single-use vials of normal saline.

-With gloved hands she squirted that normal
saline fo loosen and remove the remaining wound
coverings on the resident's right lower extremity.
*She removed her gloves, performed hand

| hygiene, retrieved a pair of gloves from her

! smock, put them on and repeated the process for
| the resident's left lower extremity.

F 880
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“She then removed her gloves, performed hand
hygiene, obtained more gloves from the bathroom
and put them in her smock.

*She cleaned her scissors with an atcohol pad

| and put on new gioves.

*The blood tinged barrier under the resident's
lower extremities was not replaced with a clean
barrier prior to applying new dressings.

*The cleaned scissors were used to cut pieces of
bandage that covered individual open areas of
skin on the resident's right lower extremity.
-They were laid on the resident's bedside table
after use.

| *Larger bandages - were then applied and the leg
| was wrapped with gauze.

*The same process was repeated with the left
loweér extremity using appropriate hand hygiene,
glove use and cleaned scissors.

*After wound care completion, LPN D placed the
uncieaned scissors in her smock, removed her
gloves, and performed hand hygiene.

-The bedside table was not ¢leaned,

| *She agreed holding wound care supplies and

| gloves inside her smock was unsanitary.

| *A clean barrier should have placed after

" removing the resident's wound dressings and
before applying new dressings,

*The resident's bedside table should have been
cleaned after having laid uncleaned scissors on
‘them,

interview on 1/13/21 at 3.00 p.m. with
administrator A regarding resident 1's wound care
revealed she:

| "Would have expected wound care supplies to
have been kept in a manner that was sanitary
and easily accessed by the user.

-A smock was not an appropriate place to hold
those supplies.
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*The barrier under the

wound.

policy revealed:

adequate) to establish
overbed table. Place a

so they can be easily r

overbed table."

| indicated.“

have been changed prior to redressing her

| *The resident's bedside table would have been
| cleaned following wound care.

Review of the provider's 2/3/20 Wound Care
*Steps in the Procedure:

| -"1. Use disposabie cloth {paper towel is
procedure on the clean field. Arrange the supplies

-"11. Be certain all clean items are on clean field.”
-"16. Use Cavi Wipe (disinfectant wipe) to wipe

| -"Wipe reusable supplies with alcohol as

6
resident's legs should

clean field on resident's
il items to be used during

eached.”

F 880

FORM CMS-2567(02-99) Previous Versions Obso

5’@7 Dw;g?m

lete Event iD: 74WB11

Faciity 10: 0083

Administrator

If continuation sheet Page 7 of 7

112912021




